has been similarly limited. Most prehospital providers have had only fairly narrow training or experience in using ALS procedures with children; they may, therefore, tend to use only basic life support (BLS) procedures, for which EMS systems generally do not require on-line direction. Even in an urban EMS system (Los Angeles) with strong emphasis on on-line guidance, paramedics made contact with the base hospital for only 28 percent of the pediatric cases (Seidel et al., 199Ib). The same study observed that, in more rural parts of California, base hospital contact ranged from 15 percent of pediatric cases (in a county that requires contact only for ALS procedures) to 89 percent.
Direct physician-guided communication is the ideal but may not be feasible for all settings. In deciding how to provide medical control (e.g., standing orders versus direct communication or physician only versus physician supervision of nurses or other surrogate personnel), EMS systems need to consider several factors: availability of qualified staff and staff costs for operating a base-hospital communications center, complexity of care that prehospital providers are authorized to deliver, and perceived need by the medical community and the EMS system for direct medical oversight of prehospital care (Dieckmann, 1992b). Use of MICNs, for example, can reduce personnel costs and improve protocol compliance but does not provide immediate access to physician guidance. In rural areas, limited ED staffing and lack of expertise in emergency medicine among physicians in the area may make it especially difficult to provide on-line medical direction of any kind (OTA, 1989). Communications systems that facilitate contact with more distant hospitals could provide rural areas with greater resources for medical direction.
Two basic models are used to organize on-line medical control. Under one model, field personnel receive guidance directly from the hospital to which they expect to take their patient. Thus, each hospital operates its own communications center. An alternative approach is to centralize medical control. In such a model, a small group of "base-station" physicians provides medical control for an entire region. EMS programs in cities such as Seattle, Dallas, and Houston employ this model, and it has been incorporated into state regulations in California (State of California, Health and Safety Code, Division 2.5). Clearly the centralized model can be extended to EMS-C efforts. An EMS-C variant is to have a regional tertiary center (e.g., children's hospital) monitor instructions between a receiving hospital and the prehospital EMS providers; if those instructions are inappropriate, ED staff at the monitoring (base-station) hospital can supersede or countermand them.
